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Smallpox vaccinations 
have begun for 18th 
MEDCOM active-duty and 
select DA civilian 
healthcare workers.   

This article in our series 
will review the adverse 
events that can occur after
smallpox vaccination and 
their appropriate 
treatment.   

As of 25 APR 03, 486  
active duty healthcare 
workers on the peninsula 
have received the vaccine 
with a 97% take rate.  118 
No serious adverse events 
have occurred.  Only one 
person took any time off 
work.  One other person 
developed a mild, non-
specific post-vaccination 
rash. 

Nationwide, over 3,000,000 
active-duty troops and 
healthcare workers have 
been vaccinated.  A few 
required quarters for less 
than 48 hrs.  Nine cases of 
accidental inoculation have 
been reported.  The lesions 
healed without 
consequence. 3 cases of 
post-vaccinial encephalitis 
have been reported; all have
recovered.  10 cases of 
 

ericarditis have been 
eported; all have 
ecovered as well.  No 
vents requiring vaccinia 

mmunoglobulin (VIG) use
ave occurred.  One 
eservist with cardiac risk

actors died of a heart 
ttack after receiving the 
accine; it is unclear if the 
wo events are causally 
elated. 

ever After Vaccination 
ommon side effects 

nclude low-grade fever, 
yalgias and malaise.  
his is usually seen at 6-8
r at 10-12 days after 
accination.   
Smallpox Vaccination:  Treating Adverse
Continued on page 2
During the winter months, 
the prevalence of 
respiratory complaints can 
make it easier to overlook 
alternate diagnoses, 
particularly tuberculosis. 
While the TB rate in Korea 
is declining, their most 
recent data indicates that 
TB is still nearly 17 times 
higher than in the United 
States.   
 
Although the BCG vaccine 
s used in Korea and other 
ountries around the 
lobe, TB testing can still 
e performed in previously

vaccinated people. 
Treatment Options 
PPD-positive individuals 
with chest x-ray findings 
or symptoms suggestive 
of TB can be started on a 
four-drug regimen while 
awaiting culture and 
sensitivity results.  10 
days of treatment have 
been shown to render 
patients incapable of 
transmitting the disease to
others.  Respiratory 
precautions should be 
observed during the initial 
10-day treatment, 
however.  The four-drug 
regimen must be 
continued until culture 
results are available. 
 
Otherwise healthy 
persons whose skin test 
converts (>10mm of 
induration—NOT just 
erythema) while they are 
in Korea should be started 
on a nine-month course of 
INH.  Vitamin B6 is given 
daily to prevent side 
effects of INH.  If 
medication compliance 
appears to be a problem 
for the person, a two-
month course of rifampin 
and INH with B6 may be a 
reasonable option. 
 
Liver function monitoring 
has become a 
controversial issue of late. 
In the past monitoring was 
often provided at frequent 
intervals.  However, 
Tuberculosis:  Still a threat to troops 
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Only clean water
has saved more

lives than
vaccines.

 

 

TB  continued from page 1 
Lymphadenopathy, 
localized lymphangitis, 
and surrounding intense 
erythema are usual, and 
typically do not indicate 
cellulitis.  Also local skin 
irritation due to the 
dressing adhesive is 
common, but resolves 
quickly as dressings are 
no longer required.  
Leaving the site to air dry 
when in quarters and not 
on duty is appropriate and 
speeds healing.   

Post-Vaccine Rashes 
 A wide variety of rashes, 
mostly mild and self-
limiting, can occur after 
smallpox vaccination.  
Typically the person 
appears well, and requires 
only supportive care, such 
as oral antipuritics. 

Erythema multiforme (EM) 
may also occur after 
vaccination.  It occurs as a
result of hypersensitivity to 
the smallpox vaccine.  
Mild forms require little 
intervention, but major 
Continued on page 3
forms, particularly 
Stevens-Johnson 
syndrome, require 
hospitalization and 
supportive care. 

The use of systemic 
steroids to treat EM major  
is controversial.  Specialty 
consultation must be 
obtained prior to their use 
in this circumstance.  VIG 
is not indicated.  

Accidental Inoculation 
Adherence to site care 
precautions is adequate to 
prevent accidental 
inoculation.  In the past, 
this was the most 
common complication of 
smallpox vaccination, 
most likely because 
children were vaccinated.  

Typically accidental 
inoculation lesions do not 
require specific therapy.   
However, contact 
precautions must be 
extended to include the 
new sites, as vaccinia 
virus is present in these 
lesions as well.   
Treatment with VIG is 
indicated only when large 
areas of skin are involved, 
or for severe ocular 
vaccinia infection.  
Isolated vaccinia keratitis 
should NOT be treated 
with VIG, as increased 
scarring and vision losses 
can result.  

Myo/Pericarditis 
Myo- and pericarditis have 
been seen after smallpox 
vaccination.  This typically 
manifests as chest pain 
with diffuse EKG changes. 
The chest pain is often 
positional; patients are 
more comfortable upright 
or leaning forward and 
often cannot tolerate lying 
flat.  Patients typically 
respond well to treatment 
with NSAIDs. 

Generalized Vaccinia 
Generalized vaccinia (GV) 
is typically a self-limited, 
benign condition in 
immunocompentent 
persons, manifested by 
recent studies show that 
healthy younger people 
generally do not need 
monitoring.  Older people, 
persons who consume 
alcohol or Tylenol and 
people who have 
sustained liver insults, 
such as hepatitis, will 
benefit from monitoring.  
Generally, initial increases 
in LFTs of 3 times baseline
may be seen, but this 
should wane, and INH 
therapy can be continued.  
Persistent increases or 
increases >3 times normal 
will require assessment and 
either an alternate dose 
scheduling or termination of 
INH.  The PM Consultant 
should be contacted when 
such issues arise (736-
3025). 
 
Preventing TB Disease 
Active Duty personnel 
receive the PPD skin test as 
part of their routine out-
processing requirements 
from the Republic of Korea.   
The Department of Defense 
Schools has an annual PPD 
testing requirement and 
several occupations also 
have annual requirements. 
Family members should 
also be tested at the time 
of departure or within 90 
days after return to the 
United States.  The tests 
must be read within 48-72 
hrs of placement, and the 
results must be recorded 
in all records and 
logbooks.  While every 
person with a positive 
(>10mm induration—not 
erythema alone) skin test 
MUST be referred to the 
local Community Health 
Nurse (CHN) for evaluation
and treatment, the service 
and/or family member will 
still be able to PCS on 
schedule.  They will, 
however, need to arrange 
follow-up with the local 
CHN upon arrival at the 
next duty location to 
ensure treatment 
continuity.  If there are any 
questions do not hesitate 
to contact the Preventive 
Services Directorate at 
736-3025.  
Treating Adverse Events
Continued from page 1 
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disseminated 
maculopapular or vesicular
ash approximately one 
eek after vaccination.  
he lesions are believed to
ontain virus and typically 
rogress similarly to the 
ctual vaccination site.  
ontact precautions must 
e extended to include all 

esions. 

ll-appearing and/or 
mmunocompromised GV 
atients benefit from VIG.  
therwise, supportive 

herapy, including NSAIDS 
nd oral antipruritic 
gents, is appropriate. 

ncephalitis 
hree cases of 
ncephalitis have been 
eported in recently 
accinated deploying 
roops.  It is important to 
emember that post-
accinial encephalitis 
PVE) is a diagnosis of 
xclusion; other infectious 
r toxic causes must be 
uled out.   

he pathophysiology of 
VE is not well understood
nd is likely multifactorial.  
he phenomenon is likely 

elated to immune-
ediated demyelination 

ather than direct virus 
ffects on the CNS.  
b
onsequently, VIG has not 
een demonstrated to be 
f use in this condition.  
upportive therapy is 

ndicated. 

rogressive Vaccinia 
rogressive vaccinia (PV) 
ccurs almost exclusively 

n immunocompromised 
ersons, although persons 
ith humoral deficits often 
ave better outcomes than 
ersons with deficits in 
ell-mediated immunity. 

V has also been called 
accinia gangrenosa, 
accinia necrosum, 
rolonged vaccinia, and 
isseminated vaccinia for 
he painless progressive 
ecrosis that occurs at the 
ite of inoculation.  
etastatic lesions may 
evelop at distant sites 
ue to viremia, making 
ontact isolation 
ecessary for these 
atients. 

istorically PV has been 
ssociated with high 
ortality rates.  Early 

ntervention with VIG is 
ey to successful therapy, 
lthough individual 

mmune status is also 
mportant in recovery.  
urgical debridement does 
ot demonstrate any clear 
enefits.      
 
czema Vaccinatum 
czema vaccinatum (EV) 
ccurs most often in 
ersons with a history of 
topic dermatitis (AD), 
ither as a result of 
accination or close 
ontact with a recent 
accinee. 

V is characterized by the 
evelopment of localized 
r generalized rash lesions
esembling inoculation 
esions.  The lesions 
ypically occur in areas 
reviously affected by AD.  
onfluence may occur.   

V patients usually 
xperience systemic 
ymptoms, including fever 
nd malaise.  Like burn 
ictims, they require 
areful skin care and fluid 
nd electrolyte 
anagement, particularly 
hen larger areas of skin 
re involved.    

arly treatment with VIG 
ill substantially reduce 
ortality.  Antiviral agents, 

uch as cidofovir, may 
lso be of benefit.  
Additional Resources: 

For additional details, including 
photographs, check out:  
Smallpox Vaccination and 
Adverse Events:  Guidance for 
Clinicians, February 21, 
2003/Vol 52/No RR-4, 
available on the CDC website:  
www.cdc.gov. 

Other useful information is 
available at 

http://www.vaccines.army.mil/ 

http://www.bt.cdc.gov/agent/s
mallpox/index.asp. 

 

Email your questions to: 

smallpox@kor.amedd.army.mil 

 

 

 
 

Smallpox Vaccine
Continued from page 2 

http://www.cdc.gov/
http://www.vaccines.army.mil/
http://www.bt.cdc.gov/agent/smallpox/index.asp
http://www.bt.cdc.gov/agent/smallpox/index.asp
mailto:smallpox@kor.amedd.army.mil


http://www.who.int/csr/sars/
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18th MEDCOM Reportable Events Program 
 
 
 
 

Selected Reportable Events Incidence Summary 
 

JAN-FEB 2003 
 

 

Reportable 
Totals Condition Area I Area II Area III Area IV 

   Trichom
   Chlamy
   Herpes simplex 3 2 0 0  
   Gonorrhea 13   9 3 4 
   Syphillis   0  0 0  0  

onas  0   1 0  0  
dia 51  40 10 23 

1  
124 
5 
29 
0  

   HIV  0  0 0  0  0  
STD Totals  67  52 13 27  159 
Tu
(active disease) 0 1  0  0  0  

berculosis       

Tuberculosis 
(recent converter) 

 
7   43  5 

 
  5 

 
  60 

   

Heat Injury 0  0 0 0 0 
Cold Injury  7 0 1 0 8  

 
 

 
 
 
 
 
 

NR=None Reported  



                                                                                                                                                                   

 

 

 onditions N-FEB 200 Cum 2 Cum  2002 C  JA 3 003 
STD Chlamydia  124 124  466 
  29  29  122 Gonorrhea 
  Herpes Type II 5  5  4 

1   1 4 
Trichomonas 1  1 

  HIV/AIDS 
  13 
  Syphilis 0  0  5 

Infectious Diseases Campylobacter 0 0 3 
 Cholera 0 0 0 
  E.Coli 0157:H7 0 0 0 
  Encephalitis 0 0 0 
  Giardiasis 0 0 0 
  Hepatitis A 1  1 1 
  Hepatitis B 1 1 5 
  Hepatitis C 0 0 0 
  Influenza 0 0 0 
 Measles 0 0 1 
  Meningoccal Meningitis 0  0 0 

  Pneumococcal Pneumonia 0 0 0 

  TB, Active 0  0 6 
  PPD Conversion 60 60 353 
  Salmonellosis 0  0 9 
  Shigellosis 0 0 0 
  Typhoid Fever 0 0 0 
  Varicella, adult 0 0 2 

Vector-borne Diseases Dengue Fever 0 0 0 
 Ehrlichiosis 0 0 0  
  HFRS 0 0 0 
  Japanese Encephalitis 0 0 0 
  Leptospirosis 0 0 0 
  Malaria+ 1  1  19* ROK; 23 US 
  Rabies 0 0 0 
  Scrub Typhus 0 0 0 

Injuries Animal Bites 37 (includes 3/03) 37 12 
  Cold Injury 8  8  18 
  Heat Injury 0  0 14 
  CO Poisoning 0 0 0 
  Lead poisoning 0 0 0 

  Hearing Loss 0 0 0 

Immunization VAERS 2 2 0 
  Influenza 0 0 0 

 

Summary of Reported Events  Page 6 of 7
     Notes:   
*One case represents disease contracted outside the ROK;  relapse in SM not treated with primaquin last year 
+ROK refers to cases diagnosed in Korea; US refers to those which developed after the soldier returned to the 
United States 
Please refer to the reverse of the 18th MEDCOM IHO Reportable Events Worksheet for a complete listing of
reportable events.  This form is available at https://www.seoul.amedd.army.mil/Pm/Forms/Reportdisform18medFeb02.pdf. 
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obacco Cessation  

REA I 
RC start dates:  April 8,
May 6, & Jun 3 
asey start dates:  April 
10, May 7, & Jun 4 

REA II  

ongsan:  Apr 3, 7, 10,  
 17 

REA IV 

amp Carroll:  Every 
on at 1300 in ACS Blg 

amp Walker:  Every 
ed at 1400 at TMC 

amp Hialeah:  Feb 20 
t 1300 at TMC 

our-week program starts 
he first Thursday of every 
onth (*except December 
ue to holidays).  To 
egister, call 736-3029. 

8th MEDCOM Health 
air 

1 May 

olunteers are needed to 
ake this fair a fun-filled 

uccessful event!  Call 
36-3029 for more 

nformation. 
ut Our Organization… 

a
f

ield Sanitation Team 
raining 

-11 April 

9-23 May 

-13 June 

02nd MSB, Cp Casey 

eserve slots for your unit
ow!!. To register, call 
SN 730-2078. 

4-18 April 
6-20 June 

-8 August 
th PM Detachment, 
ongsan 
eserve slots for your unit
ow!!. For more 
formation call DSN 725-
929. 

ood Handlers Course 
7 March 
0 April 
5 May 
6 June 
7 July 

earn proper food 
andling techniques.  
angul classes are 0800-
200; English classes are 
300-1700. To register, 
all DSN 730-2078. 
Medical Effects of 
Ionizing Radiation 
Course 
28-29 August 
121 GH, 2nd fl 
classroom 
0800-1700 
 

Military medical health 
care providers and 
operational planners are 
the target audience for 
this course.  CEU/CME 
credits will be awarded to 
Nurses and Physicians.  
POC is MSG Wan Y. Kim 
at 736-3023. 

 

Radiation Protection 
Officer (RPO) Training 
3-4 September 
121 GH, 2fl classroom 
0800-1700 
 

This course is designed 
for individuals who have 
been assigned additional 
duty as either primary or 
alternate RPO in Health 
Care Facilities.  POC is 
he mission of the 18th 
EDCOM Preventive 

ervices Directorate is to: 
aintain oversight of a 

omprehensive Preventive 
edicine Program; promote 
nd maintain the fighting 
orce at maximum effective 

strength; maintain the 
physical well being of all 
personnel; and finally, to 
establish practical measures 
for the preservation and 
promotion of health and the 
prevention of disease and 
injury.   
the Web!
 the 18th 
omepage! 
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